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Executive Summary
Background: Due to numerous changes in reimbursement, healthcare delivery and the field of
occupational therapy in recent years, the health care arena is now driven by efforts to improve
the quality and cost effectiveness of interventions. Therapists, specifically, are challenged by
multiple factors, particularly cost-containment, that influences their ability to deliver
occupational therapy services. However, in an attempt to promote best practice, occupational
therapists must incorporate occupation-based interventions into daily treatment in all practice
settings. Occupation-based activities are defined as activities that allow clients to engage in
valued occupations in their own context (Rogers, 2007).
Purpose: This program development model was designed (1) to explore the perceptions, ideas,
and incorporation of occupation-based treatment approaches for Occupational therapy
practitioners working in a skilled nursing facility, (2) to increase the use of evidence-based
research into practice and increase the implementation of occupation-based interventions in a
skilled nursing facility, (3) demonstrate increased awareness of resource/techniques for
implementing OBP in SNF’s.
Theoretical Framework/Scientific Underpinnings: Constructivist Paradigm and Person,
Environment, Occupation (PEO) Model.
Methods: Pretest/Post test design with a constant comparative method
Results: Based on key findings in this study, lack of education regarding the role of
Occupational Therapy among nursing, certified nursing assistants and administration was the
greatest barrier to implementing occupation based practice. It was also determined that
environmental constraints such as lack of space and supplies were a barrier to providing OBP in
SNF. Other barriers and challenges were discussed, such as, funding for supplies, the amount of

time it takes to set up OBP interventions and ongoing support from administrators and managers
as well as productivity standards. Despite the barriers and challenges mentioned, participants in
this study are in fact implementing OBP interventions. Lastly, as a result of this program
participants reported they felt more confident in their ability to advocate for the profession and
for the use of OBP. Participants also reported they had received new strategies and techniques to
increase their ability to implement OBP.
Conclusion: The results of this project offers new insight and implications for future practice in
regards to OBP, and challenge the perception that productivity is the greatest barrier to OBP.
Based on the results of this project, it is apparent that more interdisciplinary training regarding
the role of occupational therapy is essential to minimize the reported lack of knowledge among
other professionals. It was noted during this study that other professionals did not understand the
role and unique skill set of occupational therapy practitioners therefore, advocacy is essential.
Lastly, the results of this project support the move toward doctoral level education for
occupational therapy practitioners.
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SECTION ONE: NATURE OF PROJECT AND PROBLEM IDENTIFICATION
Introduction
The field of Occupational Therapy has long strived to promote best practice through the
use of evidence based research.
“Since 1998, the American Occupational Therapy Association (AOTA) Evidence-Based
Practice project has promoted best practice by developing and providing resources that
enable occupational therapy practitioners to access and use research evidence that
supports their practice” (Arbesman, Lieberman, & Metzler, 2014, p. 381).
Occupational therapy practitioners are encouraged through their educational preparation and
ongoing professional development to use best practice methods. Current literature indicates that
therapists are not fully utilizing the resources available to promote evidence based practice into
treatment. Therefore, posing the question, are we as a profession, providing the best treatment
possible and meeting the standards for reimbursement?
Due to numerous changes in reimbursement, healthcare delivery and the field of
occupational therapy in recent years, the health care arena is now driven by efforts to improve
the quality and cost effectiveness of interventions. Therapists, specifically, are challenged by
multiple factors, particularly cost-containment, that influences their ability to deliver
occupational therapy services. Between 1993 and 2001, Medicare spending for long-term care
and short-term rehabilitation (STR) facilities increased more than 475%, from $398 million to
$1.9 billion (Medicare Payment Advisory Commission, 2004, as cited in Lopez, Vanner, Cowan,
Samuel, and Shepherd (2008). In an effort to control spiraling costs, the health care insurance
system shifted to one in which the third-party payers influence the type and amount of health
care provided (Walker, 2001, as cited in Lopez, et.al, 2008), resulting in higher productivity
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demands, greater documentation in regards to justifying services and decreased length of patient
stays. Clinical settings, (SNF) have become stressful work environments for therapists as they
strive to meet patients’ needs within the constraints of a medical model, business-oriented
system. As a result of the previously mentioned barriers, therapists are no longer able to provide
best practice to their clients/patients, drastically reducing the use of occupation-based
interventions.
With a decrease in selecting best practice methods, keeping occupation at the center of
interventions, one could speculate that as a profession we are not upholding our professional
code of ethics. In order to comply with the Occupational Therapy Code of Ethics (2015),
practitioners must provide appropriate evaluation and a plan of intervention for recipients of
occupational therapy services specific to their needs, furthering supporting the use of occupationbased interventions. Also, our professional code of ethics suggests that practitioners must
maintain competency by ongoing participation in education relevant to one’s practice area.
Revisiting the essence of occupation and how occupational therapy practitioners use clientcentered practice is an ever changing area. There is a need for professional advocacy in order to
ensure a high standard of professional education and clinical decision making as well as ethical
and competent therapists (Mu, Lohman, Scheirton, Cochran, Coppard & Kokesh, 2011).
Occupational therapy practitioners must address unique professional development needs within
practice environments.
Aside from productivity demands and reimbursement, other barriers that may hinder the
incorporation of occupation-based practice are attitudes, misinformation regarding
documentation, the persistence of old habits (Rogers, 2007). It has also been found that
therapists struggle differentiating between purposeful and occupation-based intervention
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(Rogers, 2007). Within practice settings involving the elderly, one would not expect this to be
true. However, in long term care this has evolved as a challenge. Long term care facilities often
are managed as business opportunities; with high productivity demands on clinicians and limited
access to space and supplies necessary for engaging residents (Rogers, 2007). Therefore,
research and education continues to be an area of need for occupational therapy in order to better
train therapists to promote best practice especially in skilled nursing facilities.
In an attempt to promote best practice, occupational therapists must incorporate
occupation-based interventions into daily treatment in all practice settings. Occupation-based
activities are defined as activities that allow clients to engage in valued occupations in their own
context (Rogers, 2007). The Well Elderly Study (Jackson, Carlson, Mandel, Zemke & Clark,
1998) transitioned the understanding of occupation from a medical model perspective into daily
practice and routine. It was determined during the Well Elderly Study that occupational
therapists contribute to preventive health care through their focus on the benefits of occupation.
Also, occupations have influential, therapeutic effects, with carryover into various aspects of an
individual’s well-being (Jackson et.al.,1998). Furthermore, the use of routines (occupations)
have been found to promote the quality of life and healthy lifestyles for older adults both those
who live within the community and residential facilities (D’Amico, 2014).
Occupational therapy practitioners are challenged as they set out independently in
practice settings, often without role models or professional supports. Many accept positions
based upon personal responsibilities and may be place bound, thus may select work
environments that are not supportive. As novice practitioners, they may not be able to fully
negotiate system contexts, with heavy productivity expectations and ethical tensions. This is
especially challenging in skilled nursing facilities (SNFs). Further, they may and often do
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succumb to the system pressures, giving up the creativity and unique core of occupation based
interventions. Research is needed to determine ways to enhance the utilization of evidence based
research and occupation based practice when determining best practice.
The overall purpose of this program development model was to determine the perceptions
and ideas of occupational therapy practitioners (stakeholders) toward occupation-based
interventions and evidence-based practice in SNF’s, in order to optimize best practice while
achieving the Centennial Vision set for our profession, providing best practice that has always
been at the forefront of occupational therapy.
Problem Statement
Occupational therapy practitioners are not fully utilizing all available evidence when
planning and implementing therapeutic interventions, particularly in practice with the elderly
population in SNFs. There is an ever increasing gap between research and practice in regards to
the use of evidence-based research when selecting occupation-based interventions. In order to
meet the Centennial Vision set forth by our profession and ensure that we are providing bestpractice, the gap between research and practice must be minimized.
Purpose of the Project
The purpose of this program development model was to explore the perceptions, ideas,
and incorporation of occupation-based treatment approaches of occupational therapy
practitioners working in skilled nursing facilities. For this specific program, aimed at program
development, for increasing occupation-based interventions within skilled nursing facilities,
facilitated learning was implemented. Prior to initiation of the program, survey research was
conducted to determine if occupational therapy practitioners are utilizing occupation-based
interventions within a skilled nursing facility. The second phase of this program model was
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educational in nature. Online modules were developed based on evidence-based research to
encourage the use of occupation-based practice interventions in skilled nursing facilities. Lastly,
the third phase of this program consisted of survey research to determine perceived changes as a
result of the occupational therapy practitioners’ participation in the program.
Project Objectives
This program development model was designed (1) to explore the perceptions, ideas, and
incorporation of occupation-based treatment approaches for Occupational therapy practitioners
working in a skilled nursing facility, (2) to increase the use of evidence-based research into
practice and increase the implementation of occupation-based interventions in a skilled nursing
facility, (3) demonstrate increased awareness of resource/techniques for implementing OBP in
SNFs.
Theoretical Framework and Scientific Underpinning
The constructivist paradigm best correlates with this program development model.
According to the constructivist world view, individuals seek understanding of the world in which
they live and work. Individuals also develop subject meanings based on experiences and develop
meanings directed toward certain objects or things (Creswell, 2014, p.8). Within my capstone I
aspired to gain a better understanding of the disconnect between evidence-based research and
occupation based practice (OBP) for practitioners, two to four years post-graduation. My
research was derived from individual participants’ views/opinions of OBP and evidence-based
research in a skilled nursing facility. Based on the constructivist worldview, “the goal of research
is to rely as much as possible on the participants’ views of the situation being studied” (p.8).
The Person-Environment-Occupation Model (PEO) was utilized during this model.
Within the PEO model there are a number of clinical advantages for the field of occupational

RUNNING HEAD: An Occupation Based Practice Educational Program Model

6

therapy, which directly coincide with this study. Advantages associated with this model
includes, interventions aimed at targeting the person, occupation and population also ability to
elicit change utilizing a variety of interventions and techniques (Law, Cooper, Strong, Stewart,
Rigby & Letts, 1996.p. 18).
Significance
This Capstone Project demonstrates significance to practice, healthcare outcomes,
healthcare delivery and policy. In order to achieve our professional Centennial Vision, we must
be able to provide our clients with the best-practice available. In order to do so, we as a
profession must fully understand the importance of, and ways to implement evidence-based
research into practice. In regards to healthcare outcomes and delivery, literature supports that by
using evidence-based research, we will ultimately achieve higher healthcare outcomes through
increased patient satisfaction and overall participation. Lastly, this study will assist in improving
healthcare policy by ensuring that practitioners are meeting the guidelines set forth by the
Centers of Medicare and Medicaid Services (CMS) in regards to using evidence-based research.
Also, the increased use of evidence-based research into practice will ensure competitive
reimbursement rates for our skilled therapy services.
Summary
This program development model was designed to explore the ideas, perceptions and
opinions of Occupational Therapists in regards to the use of, and implementation of evidencebased research and occupation-based interventions during treatment sessions. This program
development model was conducted through the use of on-line surveys as a pre and post-test
design. Online modules were developed based on current evidence based research to assist
practitioners as they implement best practice, utilizing all available research. The capstone
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project will also be developed using theoretical underpinnings and demonstrates significance to
practice, healthcare outcomes, healthcare delivery and policy.
SECTION TWO: REVIEW OF LITERATURE
Introduction
Background information relating to the use of OBP and SNF were retrieved through an
internet search of current periodicals using the keywords “occupation based practice,” “skilled
nursing facilities,” “ethical practice” and “productive aging.” Academic search premier was used
to review current research, identification of barriers to occupation based practice in SNFs and
evidence based research to determine best practice.
The U.S. Population is aging, and nearly 20% of the population will be 65 years and
older by 2030 (U.S. Census Bureau, 2009 as cited in Murphy, 2011). With the rapid growth of
the elderly population the need for rehabilitation services for older adults will increase, as well as
the number of individuals residing in skilled nursing, long term care facilities. This growth will
also create opportunities in health promotion because these issues are becoming national
priorities for health care (U.S. Department of Health and Human Services, 2000, as cited in
Murphy, 2011) as the rate of productive aging will increase.
The American Occupational Therapy Associations Centennial Vision articulates our
professional goals which are to be science driven and evidence based in major practice areas
(Murphy, 2011). One major practice area defined is that of productive aging. According to
Murphy (2011), “productive aging has been defined narrowly as the ability to serve or support
the paid workforce and more broadly to include engagement in a variety of activities, such as
volunteering, paid work, assisting in the family, maintaining self-care and education” (pp.197-
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198). Therefore, enhancing the role and necessity for skilled occupational therapy services within
skilled nursing facilities.
While conducting a recent literature review it has been noted that occupational therapists
in a medical setting struggle to provide occupation-based interventions, supported through
evidence-based research, while meeting the needs of the health care system (Rodgers, 2007). The
health care system necessitates that therapists treat the maximum numbers of clients, obtain
reimbursement for services and provide intervention in restricted areas, not always allowing for
the use of occupation-based interventions. Attitudes, misinformation and reimbursement, as well
as time constraints and habits are all considered factors in barriers to the use of occupation-based
interventions (Rodgers, 2007). However, in an attempt minimize barriers and allow for more
effective documentation, various definitions and perspectives have been established to delineate
occupation and occupation-based practice from purposeful activity and preparatory methods.
As described in the Occupational Therapy Practice Framework: Domain and Process
(AOTA, 2014), the profession of occupational therapy uses the term occupation to capture the
meaning of everyday activity. Occupation is further explained as goal-directed activities and
activities of daily living. The framework also articulates occupational therapy’s contribution to
promoting the health and participation of people, organizations, and populations through
engagement in occupation. Furthermore, the domain and process of occupational therapy,
encourages occupational therapy practitioners to focus on performance of occupations that
results from the dynamic relationship of the client, the context and environment, and the client’s
occupations (Christiansen & Baum, 1997; Christiansen, Baum, & Bass-Hagen, 2005; Law,
Baum, & Dunn, 2005) further reiterating the need for occupation-based interventions across the
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life-span. Based on the principles addressed in the Occupational Therapy Practice Framework, it
is imperative that occupation-based interventions are utilized during treatment interventions.
To further explain occupation-based practice, occupational therapy literature continues to
offer multiple perspectives. One perspective is that occupation-based practice emphasizes the use
of the individual’s occupation as the form of intervention to encourage positive change in an
attempt to reach the desired goal. Another perspective found in the literature proposes that
researchers have demonstrated that therapists use an assortment of intervention forms
(purposeful and preparatory) across various contexts to facilitate occupational outcome goals
(Price & Miner, 2015). However, the multiple perspectives in regards to occupation-based
practice often make it difficult to fully understand, describe and implement occupation-based
interventions into treatment sessions within a medical model.
Despite the challenges and barriers associated with occupation-based therapy, we must
uphold our professional centennial vision which states, “We envision that occupational therapy is
a powerful, widely recognized, science-driven, and evidence-based profession with a globally
connected and diverse workforce meeting society’s occupational needs” (www.aota.org).
Therefore, therapists must understand and feel confident utilizing evidence-based practice to
promote the use of occupation-based interventions across a variety of settings, especially in
SNFs. However, the research indicates that a significant proportion of therapist viewed evidence
based practice more negatively: for example, some practitioners perceived evidence based
practice as too complex, and the transition of research into practice as requiring too much effort
(Upton, Stephnes, Williams, & Scurlock-Evans, 2014, p.26), therefore, hindering occupationbased interventions. It has been noted that occupational therapists are not engaging in an
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adequate amount of evidence-based practice (Dysart & Tomlin, 2002, p. 276), which poses the
question, are therapists implementing occupation-based interventions?
Again, research continues to show that occupational therapists do not fully utilize
evidence-based practice, “most occupational therapy practitioners said they believed that EBP is
important and that they should be practicing from this viewpoint” (Bailey, Bornstein, & Ryan,
2007, p. 86). Practitioners also believe that, “practicing from an evidence-based perspective will
increase effectiveness of occupational therapy and improve clients’ outcomes” (p.86). Current
research also supports the use of occupation-based interventions to improve client satisfaction
and outcomes. Occupational therapy outcomes with gains in self-care and functional status were
predictors of satisfaction for both clinical quality and client-centeredness (Custer, Huebner, &
Howell, 2015). Despite the evidence, research continues to suggest that therapists are not
implementing evidence-based practice into treatment, but rather continuing to use preparatory
and purposeful interventions, limiting occupation-based interventions.
Evidence-based research continues to support the use of occupation-based interventions
for elderly individuals residing in long term care settings. During the literature review,
(Arbesman & Lieberman, 2012) found that older adults who were more physically active and
involved in more productive roles had higher functioning and reduced levels of ADL and IADL
dependence. In addition, the results of this study also concluded that the effectiveness of IADL
interventions found evidence to support client-centered (occupation-based) and task-specific
occupational therapy interventions improve IADL performance. The evidence also states that
engagement in desired occupations is more beneficial when developing independence and motor
skills than other forms of interventions (Rodgers, 2007).
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It has also been determined that occupation-based interventions benefit those with
cognitive deficits. Many residents who reside in SNFs are impacted by cognitive deficits.
Residents are frequently no longer able to participate in desired roles, activities and tasks due to
cognitive and physical deficits resulting in occupational deprivation and alienation. However,
studies suggest that occupational therapy practitioners can play a key role in the diagnosis and
treatment of IADL deficits in people with mild cognitive impairments (Ciro, Anderson, Hershey,
Prodan, & Holm, 2015), and assist in IADL engagement. Furthermore, the results of this study
enhance support for the field of occupational therapy by concluding that client-centered,
occupation-based interventions can be effective in improving and maintaining IADL
performance (Orellano, Colon, & Arbesman, 2012).
Evidence-based research undoubtedly supports the incorporation of occupation-based
interventions during treatment and has offered suggestions for making it successful within a
medical model. General strategies to increase occupation in intervention are to make
interventions client-centered, giving clients what they need, while allowing them to prioritize. It
has also been suggested that clients can be placed in groups with others who share similar
interests. Lastly, therapists should begin completing practice analysis to ensure their
interventions are occupation-based (Rodgers, 2007). It is also noted that when creating clientcentered, occupation-based interventions, occupational therapy practitioners must determine
what type and amount of intervention will achieve the best outcomes, which requires the use of
evidence-based practice (Cohen, Coster, & Kramer, 2014).
Despite the evidence and strategies to support the use of occupation-based interventions,
combined with evidence-based research numerous barriers and challenges are still prevalent. As
discussed in occupational therapy literature, (Lin, Murphy, & Robinson, 2010) state, “many
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clinical barriers, including lack of time, resources, or training to locate and appraise research
studies” (p. 164). Also, it has been noted that, “clinicians may not receive support from their
practice setting to incorporate evidence into practice” (164). Lastly, research has suggested that
the theoretical structure of evidence-based practice has not yet evolved to match the needs of
clinical practice. Therefore, additional support programs and facilitated learning, with simulation
are needed within medical based settings (SNFs) to empower therapists and enhance their
clinical reasoning skills in regards to occupation-based practice.
Facilitated learning is a technique used in adult education, not specific to occupational
therapy practitioners. Facilitated learning is developed around the premise that individuals learn
more when they take responsibility for their individual learning. Rather than being in the role of
a professor, in facilitated learning the instructor serves as a facilitator, to organize, provide
resources and support to learning (Cohen, Coster, & Kramer, 2014). Facilitated learning also
suggests that analysis and synthesis are more likely to be achieved when students have
opportunities for interactive group discussions with guidance to elaborate, build on, question,
and construct arguments for and against the contributions of their classmates (Cohen et.al, 2014).
In addition to facilitated learning, this program will also incorporate online learning.
Many occupational therapists, specifically new graduates, have an increased comfort level and
what appears dependence of technology. Recent estimates indicate these students spend 6.5 to 11
hours per day multitasking on electronic devices (McAlister, 2014), therefore, increasing the
efficiency of online learning programs. Other contributing factor for the shift toward online
clinical education is attributed to the growing workforce demands, limited staffing,
reimbursement guidelines that dictate productivity and dependence of technology (Betha,
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Castillo, & Harvison, 2014). Therefore, the traditional model of clinical education has changed
and shifted toward online learning.
With the ever increasing aging population, the need for relocation to SNFs are increasing.
Up to 70% of people older than 65 will require time in long term care and 40% will require time
spent in a SNF. Even with planned relocation, however, encountering a new and unfamiliar
environment requires an older person to rethink ways in which their life will change. Many
factors determine how older adults will adapt to this new change, for example, life experience,
family support, socioeconomic resources and cultural values. With that said occupational therapy
practitioners have the unique skill set to incorporate cultural values and beliefs into OBP. A
recent study by Hersch, Hutchinson, Wilson, Maharai and Watson (2012) provided implications
for OT practice: assisting patients as they transition from home/hospital to a SNF, develop the
role(s) as a consultant, providing education to long term care providers to promote a culturally
sensitive environment for patients, develop groups for promoting cultural programs and
identification of potential challenges with cultural awareness/sensitivity in SNF. However, to
date there has been minimal research in regards to the influence culture has on residents residing
in SNF.
SECTION THREE: METHODS
Project Design
This capstone project was designed as a program development model to support
occupational therapy practitioners as they explore strategies to allow for successful
implementation of occupation based practice within a skilled nursing facility. The capstone
project was initiated through online learning, incorporating the perceptions of occupational
therapy practitioners regarding occupation based practice in SNF.
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A pretest and posttest design was used in this project with multiple choice and openended response style questions. Questions sought to identify the perceptions of occupation based
practice, barriers to the use of occupation based practice and the rationale for using or not using
occupation based practice. The initial phase of implementation of this program development
model consisted of an online survey to determine if occupational therapy practitioners are
utilizing occupation-based interventions, supported through evidence-based research. During the
second phase of this program development model, online educational modules in a journal club
format were developed based on a current evidence-based research to support occupation-based
practice. Lastly, the third phase of this program development model, consisted of a post test
survey to determine how participating therapist are using information gained about occupationbased interventions through evidence-based research.
Setting
This capstone project was developed and implemented online. All participants for this
project worked in a SNF within the state of Kentucky. Participants had the flexibility to
complete the surveys and modules wherever internet access was available.
Identification of Participants
Participants for this study were selected based on a convenience sample, using a
multistage, clustering approach. A list for selection was compiled based on the responses
received from social media advertisement. Stratification was used when selecting participants
for this study. Inclusion criteria included: participants must be occupational therapists or certified
occupational therapy assistance and working in a SNF. The desired sample size was
approximately five to seven participants. Participants who completed all requirements of the
occupation based practice program development model received four, free hours of continuing
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education credit, approved by the Kentucky Board of Licensure of Occupational Therapists
(KBLOT).
Eighteen individuals responded to the social media advertisement, posted in the
Occupational Therapy Professionals in Kentucky group thread on Facebook. In addition, to the
social media advertisement, flyers were distributed at the 2015 Kentucky Occupational Therapy
Association Annual Conference in Bowling Green, KY. Of those who expressed interest
initially, three were certified occupational therapy assistants and 15 were occupational therapists.
Out of those 18 individuals who expressed interest seven participated, one certified occupational
therapy assistant and six occupational therapists during module one. During module two, there
were six participants, five occupational therapists and one certified occupational therapy assist.
For module three and four there were a total of five participants, four occupational therapists and
one certified occupational therapy assistant. Thus, the participant number completing all four
modules was five.
Ethical Considerations
At the beginning of this program development model, strict adherence to the AOTA Code
of Ethics (2010) was reviewed in preparation of all materials. Approval was obtained on
September 23, 2015 from the institutional review board (IRB) from Eastern Kentucky University
(EKU), with expedited review (see Appendix A). Revisions to the original IRB form were
necessary due to a larger sample size than initially planned. Participation in the program was
voluntary, and all potential participants were provided with full disclosure of the purpose of the
program. Informed consent forms were established and provided to all participants of the study
(see Appendix B). Full informed consent was obtained in which participants acknowledged they
could leave the study at any time without consequence.
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This study was considered to have minimal risks for participants, and was considered to
be no more risk than they would encounter in everyday life. Participants may experience
minimal stress in regards to completing the surveys and modules in a timely manner. The need
for honesty may elicit a stress response on behalf of the participants, since participation in the
online modules will not allow for anonymous responses. The researcher however, was available
to discuss any problems the participants may experience while taking part in this study.
“Researchers need to protect their research participants; develop a trust with them; promote the
integrity of research; guard against misconduct; and cope with new, challenging problems”
(Creswell, 2014, p.92).
Resources
The occupational therapist facilitating this project used Wix website design
(www.wix.com) to house all online learning modules. The Wix webpage and computer used to
create and store all materials and data was password protected. A password protected, YouTube
channel was also needed to record all four educational presentations which were a component of
the educational modules. From a program perspective, technology was required as well as the
assistance of my mentor and information technology (IT) department at Eastern Kentucky
University. Training for the development of online learning modules required the assistance of
an IT educator. Marketing tools, such as emails and post on social media sites to elicit
participation did not pose a financial obligation.
In regards to resources needed for participants, all participants were required to have
reliable computer and internet access. No financial obligation on behalf of the participants was
required for completion of this program development model or to obtain continuing education
hours.
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Data Collection Methods
The capstone project, educational component took place over a two-month time span,
beginning in January, 2016 and concluding in February, 2016. It incorporated pre and post
surveys, and four online learning modules.
While conducting this project, initial data was collected via surveys through Survey
Monkey to the occupational therapy practitioners. Based upon current literature, surveys were
designed to determine preliminary understanding of participants’ personal experiences with the
implementation of occupation-based interventions and supporting their clinical reasoning skills
through evidence-based research. The survey design allowed for a quantitative or numeric
description of trends, perceptions, or opinions of a population by studying a sample of that
population (Creswell, 2014, p.155). Forsyth and Kvis (2014) state that, “survey research is a
method of inquiry characterized by collecting data using structured questions to elicit selfreported information from a sample” (p.91). The survey provided an opportunity for collection of
qualitative date to determine the thoughts, perceptions, and ideas of occupational therapy
practitioners in regards to occupation-based interventions used within a SNF, through open
ended response alternative questions.
All pre and post survey questions were reviewed by a faculty content matter expert. The
pre survey (see Appendix C) sought to identify current perceptions of occupation based practice,
frequency of use of occupation based practice, barriers associated with occupation based practice
and background information in regards to case load size, most common medical diagnosis and
years of experience. The post survey (see Appendix D) was administered following completion
of the four online learning modules to determine if a change in attitude toward occupation based
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practice had occurred and to determine if participants felt more confident in their ability to
implement occupation based practice.
In addition to the surveys online learning modules were constructed using the principles
of Community Model of Inquiry (Swan, 2004). By developing an engaged learning community
and fostering facilitated learning (Cohen, Coster & Kramer, 2014) participants were expected to
review materials and engage in online dialogue in an asynchronous format. Topics included in
the modules were identified based upon a literature review and were: (1) Defining Occupation
based practice, (2) occupation based practice in long term care/skilled nursing facilities
(LTC/SNF), (3) Developing occupation based practice toolkits, and (4) Cultural awareness.
Data collection also occurred during each module. Participants were asked to complete
discussion style, open response questions, applying their learning of the modular content. This
occurred in each of the four modules. Discussion with group members was expected and
facilitated by requiring additional responses to their peers. Each individual initial response was
coded into categories based on key words and themes/phrases. Lastly, responses were translated
into chart format and a percentage was calculated using Microsoft Excel 2010.
When developing the four online learning modules for this capstone project, the COI
(Swan, 2004) was referenced. Based on the COI model, online learning may be more supportive
of divergent thinking, exploration of multiple perspectives, complex understanding, and
reflection (Swan, 2004). This program development model encouraged divergent thinking, while
seeking to understand multiple perspectives and reflection based on individual participant
responses.
For this capstone project, learning occurred during four online learning modules. Module
content was based on best practice and current evidence based research. Module one sought to
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define occupation based practice. “Occupation-based practice emphasizes the use of the
individual’s or family’s occupation as the form of intervention to promote positive change in the
direction of the occupational outcome goal (Gray, 1998; Pierce, 2003 as cited in Price & Miner,
2007)”. It has also been noted that varying perspectives are offered due to the complexity of
occupation based practice, and that in addition to enabling performance necessary to regain
independence and live successfully, occupation based practice also strives to develop “meaning”
from therapeutic intervention. However, research has suggested that occupation based practice
occurs in the natural environment and that premise has hindered therapists who are not treating a
patient in their natural environment (for example, therapy gym, hallways, and so on). However,
Price et.al. (2007) suggests that rather than the environment it is the interaction of the therapeutic
relationship, therapeutic process, and forms of intervention that makes intervention occupationbased.
Module two content focused on the challenges and barriers that occupational therapy
practitioners face during treatment. Occupational therapists working within a medical model of
practice (medical-based settings) often are conflicted between providing occupation based
practice and meeting the requirements of the health care system; which are to treat the maximum
number of patients possible, make sure criteria for reimbursement is meet all while providing
skilled services in an environment that often has limited space and supplies (Rodgers, 2007).
Despite the challenges associated with occupation based practice, the Patient Protection and
Affordable Care Act of 2012 emphasizes patient centeredness as both an outcome in and of itself
and as a means to improve health outcomes (Millenson & Marci, 2012). Also, health reform
promotes the delivery of patient centered care. Occupational therapy’s history of client-centered
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theory and practice provides an opportunity for our profession to have an active role in the health
care reform by developing best practice that is client-centered, occupation based.
Module three discussed the use of occupation based toolkits in practice to promote
occupation based practice. Research supports the use of occupation based practice to promote
increased patient satisfaction, outcomes and performance. Current studies found that IADL
interventions support client centered and task specific occupational therapy interventions to
improve IADL performance in adults (Arbesman, & Lieberman, 2012). Also, research has
determined that older adults who were more physically active and involved in more productive
roles had higher functioning and reduced levels of ADL and IADL dependence (Arbesman et.al.,
2012), therefore supporting the use of occupation based toolkits. In addition to the discussion of
occupation based toolkits, module three also discussed the importance of activity analysis.
Occupational therapy practitioners must be aware of individual patient needs. Through the use of
an activity analysis therapists are able to gain a better, more in-depth understanding of patient
needs and better develop occupation based interventions (AOTA, 2015).
Module four highlighted the importance of cultural awareness when planning and
implementing occupation based interventions. Culture affects all aspects of occupational therapy
service and cultural context is defined within the Occupational Therapy Practice Framework:
Domain and Process, 2nd Edition (American Occupational Therapy Association [AOTA], 2008)
as “customs, beliefs, activity patterns, behavior standards, and expectations accepted by the
society of which the client is a member” including ethnicity and values, political aspects,
personal rights, and opportunities for education, employment, and economic support (AOTA,
2008, p. 65). Skilled nursing facilities originally were developed to follow medical models in
order to provide efficient resident care in institutional settings. Today, many nursing homes are

RUNNING HEAD: An Occupation Based Practice Educational Program Model

21

incorporating a stronger focus on residents’ quality of life along with clinical care, known in the
industry as culture change. Although the idea of culture change has been around for years, it was
not widely understood, studied, or embraced. In 2005, the Centers for Medicare & Medicaid
Services included culture change principles in the scope of work assigned to state-level Quality
Improvement Organizations (Rahman & Schnelle, 2008) and brought focus to implementing and
studying culture change practices. Changing organizational culture takes time and commitment.
Procedures
The capstone project included occupational therapists and a certified occupational
therapy assistant. The practitioners completed informed consent prior to the initiation of the
program. Participants were also asked to complete a pre survey including multiple choice and
open-end response style questions (see Appendix C). This survey was designed to identify
current perceptions of occupation based practice, barriers associated with OBP and background
information from the participants regarding demographics, years of experience and common
diagnosis.
Participants then were asked to complete four online modules. Each module ran for two
weeks in duration, allowing ample time for completion. Module one discussed ways of “defining
occupation based practice,” Module two discussed “occupation based practice in long term
care/skilled nursing facilities,” Module three discussed the need for and techniques for designing
and implementing “OBP toolkits in practice.” Lastly, module four discussed the need for
“cultural awareness” when planning OBP interventions. Each module was stored on a Wix
webpage design, and was password protected. Participants were sent the link via email to each
module prior to the start date for each specific module. Discussion questions were sent via group
email. The occupational therapy investigator served as a facilitator in the implementation of the
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online learning modules. Respondent information/responses were recorded by the investigator to
further identify themes and sub-themes. Participants were provided with information derived
from a combination of participant responses and established themes in a summary power point
upon conclusion of each module.
At the conclusion of the program development module, participants were asked to
complete a post survey to evaluate if a change in attitude toward occupation based practice had
occurred and to determine if participants had increased their use of occupation based practice.
Following completion of the program development model, participants that completed all four
modular activities received a certificate of completion, via email stating that they had earned four
continuing education hours.
Outcome Measures
This capstone project served as a program development model to facilitate occupation
based practice in SNFs. This project included a convenience sample of occupational therapy
practitioners. To evaluate the successfulness of the program development model, a variety of
methods were used to measure if a change in attitude, perception and utilization of occupation
based practice had occurred. Data was also used to identify barriers/challenges to occupation
based practice, strategies for implementing occupation based practice, and supports needed in
order to use occupation based practice in practice. A summary power point was shared with
participants following the conclusion of each module, to promote collaboration and as a
reflection of participant’s responses. Results from the posttest were compared to results from the
pre-test to see if change has occurred.
At the completion of the program a post survey, with open-ended questions was
completed. A constant comparative method was used to analyze and code participant’s response.
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A constant comparative analysis is, “a method of analyzing qualitative date where the
information gathered is coded into emergent themes or codes (Hewitt-Taylor, 2001, p. 39).
This program development model was designed and implemented in a manner to promote
critical thinking and professional growth for participants. Ongoing reflection was utilized
throughout the project to promote clinical reasoning, the use of occupation based practice and the
use of evidence based research in treatment.
Data Analysis
The program employed a pretest/posttest design to gather data about occupation based
practice in SNFs. Six occupational therapy practitioners participated in this program. Multiple
choice and open-ended questions were used to gather data. Means, standard deviations
percentages and ranges of scores were calculated for the quantitative data using Microsoft Excel
(2010). A constant comparative method was used to summarize qualitative data, responses were
coded and themes were identified.
Validity
Validity was enhanced during this capstone project through incorporation of a pretest and
posttest survey and an ongoing collection of data (Nelson, 2006, p. 68). Participants were able to
complete this program in their natural environments, minimizing threats to external validity
(Nelson, 2006, p. 75).
In order to address the potential threats to validity emails and flyers to eligible
participants were distributed prior to the start of the study, as an attempt for publicity. Frequent
reminder emails were sent out during the course of each module in order to encourage full
participation.

RUNNING HEAD: An Occupation Based Practice Educational Program Model

24

SECTION FOUR: RESULTS AND DISCUSSION
Results
The results will be presented based upon the steps in the capstone project. Pretest data
provided an understanding of the group, demographics and foundational knowledge about the
participant group and occupation based practice. Data was also gathered during the journal club
educational online learning modules, both qualitative and quantitatively The post survey results
provided an understanding of participant satisfaction and perceived changes as result of
participation in this program developmental model.
Pre Survey
Prior to module one, participants (n=8) completed a pre survey questionnaire sent via
Survey Monkey. Demographic information is summarized in Table 1:
Table 1. Demographic Information about Participants
Gender

Years of Experience

Level of Education

Female

8

Male

0

Over 6 years

4

3 years

2

1 year

1

Less than 1 year

1

OT

7

OTA

1

It was determined that 42.86% of participants reported reading occupation based practice
literature 1-2 times per month. Two participants, 28.57% reported reading occupation based
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practice literature two times per year, one hour per week, rarely/never and no response. Question
two sought to determine how frequently occupation based practice was used in a SNF, and
37.5% of participants stated that they are currently implementing occupation based practice into
treatment three to four times per week. Twenty five percent of participants reported that they
implement occupation based practice one-two times per week and 25% stated they were using
occupation based practice five-six times per week.
The pre survey also sought to determine if participants have stopped using occupation
based practice. The majority of participants, 87.5% reported they are still using occupation based
practice during treatment, while 12.5% of participants reported that they have stopped using
occupation based practice, and 12.5% of respondents did not answer the question. When asked
“How many clients do you see daily,” (75%) of respondents reported treating six-seven patients
daily. 12.5% of participants reported treating four – five patients daily, while 12.5% of
respondents also reported treating eight-nine patients daily. This data is represented in Figure 1.
The pre survey also asked about the three most common diagnosis treated, which are
presented in Figure 2. Cerebral vascular accident (CVA), followed by orthopedic injury and
chronic obstructive pulmonary disease (COPD). Debility (functional decline), dementia,
congestive heart failure (CHF) and end stage renal disease were identified in the open ended
question as other conditions that occupational therapy practitioners may treat.
The years of experience in occupational therapy practice ranged from less than one year
to six years. In terms of experience as an occupational therapy practitioner 37.5% of participants
reported having six years of experience, 25% reported having three years of experience, 12.5%
reported having 12 years of experience, 12.5% reported having one year of experience and
12.5% reported having less than one year of experience.
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The majority of participants in this study were not members of AOTA. This data is
represented in Figure 3. This question was posed to better understand participant’s ability to
access evidence-based research. Respondents reported they were not members of AOTA for a
variety of reasons, however, the financial obligation associated with membership fees was the
most predominant.

3

42.86%
2

2

28.57%

28.57%

1-2 X TIMES PER WEEK

3-4 TIMES PER WEEK

5-6 TIMES PER WEEK

Figure 1. Frequency of Implementation of Occupation Based Practice. Only seven of the eight
participants responded to this question.
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6

4

4
3
2

ORTHOPEDIC DEMENTIA

DEBILITY

CVA

COPD

1

1

CHF

END STAGE
RENAL
DISEASE

Figure 2. Common Diagnosis. Participants were allowed to select more than one response.

25%

75%

Figure 3. Membership within AOTA.

Module 1
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1

2

2

2

1

2

2

Figure 4. Greatest challenges to OBP. Participants responded to an open ended question.
During module one, all seven participants responded to discussion questions one and two,
and offered additional responses to their peers. The greatest challenges faced while
implementing OBP produced the following themes; uneducated staff regarding the role of OT,
high productivity standards, lack of space/supplies, environmental constraints and that providing
treatment from a biomechanical approach was less time consuming. Participants also reported
that capabilities of patients/comorbidities, lack of family education (not viewing OBP as
treatment), lack of motivation of patient since they are in a LTC/SNF and compliance from
higher functioning patients were also challenges to the implementation of OBP. During question
one it was noted that barriers primarily were linked to basic activities of daily living (BADL’s).
Participants did not include barriers associated with instrumental activities of daily living
(IADL’s), community reintegration or leisure.
Question two sought to understand how occupational therapy practitioners define OBP.
Thematically the responses contained key elements of the definition of OBP, the clients
understanding of meaning, value and functional abilities (Occupational Therapy Practice
Framework: Domain and Process, AOTA, 2014).
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Responses were as follows:
1. Anything my patient wants to do in order to return home
2. Engaging in those tasks that the patient finds enjoyable, assists with increasing
independence, or challenges them physically and mentally.
3. Allowing the patient to participate in meaningful, functional tasks important to them
4. Incorporating activities into treatment which reflect anything that the patient
considers a meaningful occupation in their daily life and contributes to the roles to
which they have deemed important.
5. Applying my therapeutic skills to a patient and helping them achieve success in their
meaningful, daily activities/routines.
6. I define OBP as implementing interventions during therapy that are personally
meaningful and activity focused to each resident
7. Meaningful and relevant to a person’s life and roles in their life to assist the person in
gaining further well being.
During module one discussion regarding the greatest challenges to occupation based
practice, participants reported carry over with staff (education) was the most identified barrier.
Other frequently mentioned barriers included productivity requirements (90% OT and 92-95%
COTA), lack of supplies and point of service documentation. Other responses included lack of
staff, no full time physical therapist, leaving occupational therapy to do functional mobility
assessments, patients feeling fearful, patient preference to perform certain tasks on their own
(bathing, dressing) and patient motivation. During module one discussion regarding what is
occupation based practice, the majority of participants reported that occupation based practice
was anything enjoyable and meaningful. Other responses included roles deemed important,
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assists with increasing independence, and anything the patient wants to do in order to return
home.
Module 2
During module two, participation decreased to six participants total (n=6). The discussion
question sought to determine the greatest challenges faced while using occupation based practice
with the SNF population (patients). Participants were asked to you provide specific examples.
Half of the participants reported that the greatest challenge was productivity in relation to
unproductive time (time it takes to set-up occupation based intervention). Other challenges
mentioned were environmental constraints, scheduling issues, spending money out of pocket for
supplies, without reimbursement, family members perform ADL’s, resistance from patients and
that the curriculum for occupational therapy school more focused on theory rather than treatment
intervention/planning. Participants also reported that lack of supplies for IADL’s, compliance for
staff (Nursing, CNA’s) and lastly being PRN therapist at various SNFs were considered barriers.
Module two also explored the tools and supports needed in order to minimize the barriers
therapists are facing in regards to implementing occupation based practice. The majority of
participants reported the following barriers: space for BADL’s (kitchen/laundry)/supplies,
education regarding occupation based practice (management, CNA’s, nurses, administrators),
and education for referral managers (so they can explain to patient’s prior to therapy what their
therapy will entail and participation). Other barriers included decreased productivity standards,
support from staff (aides allowing therapy to do ADL’s). Participants also reported that funding
for supplies, support from administration, toolkits/toolbox ideas available were necessary to
support occupation based practice.
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During the discussion response phase of module two participants continued to discuss the
challenges to occupation based practice and supports needed in order to implement occupation
based practice. The most common reply among participants was productivity (lowering
standards). Other responses included: lack of space and supplies, aides doing “to much”, family
members assisting with ADL’s (only viewing transfers, mobility as important), patient education
regarding role of occupational therapy, occupational therapy/physical therapy viewed as the
same thing, and PRN therapists.
Module 3
Module three required participants (n=5) to answer three open-ended questions, as well
as engage in discussion with other participants. For this module participation had again
decreased by one to five participant’s total. The discussion prompts focused on the value of
occupation based practice toolkits and their usefulness in a SNF setting. Question one sought to
identify, “what do you see as the value of having occupation based toolkits readily available at
your facility?” The majority of respondents, stated that occupation based practice toolkits would
promote treatment towards the use of occupation based practice, while others stated that toolkits
would eliminate barriers in terms of preparation for occupation based practice, that if kits were
readily available then more likely to use, and toolkits would allow patients to participate in
fun/meaningful activities. A small portion of participants reported that toolkits were multipurposeful, using more occupation based practice interventions may help to reduce the amount of
repeat patients (those that go home and quickly return), and provide a chance to help more than
one person. Participants also reported that toolkits would reduce the need for storage, be more
compact, and would help to increase patient satisfaction.
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Question two, “based on your clients in your current setting(s) list the top three types of
occupation based practice toolkits that you think would be useful and why?” The most needed
occupation based practice toolkits based on participant’s responses were woodworking and
cooking/meal prep, followed by hand crafts (sewing, knitting, crotchet). Other toolkit ideas were
gardening, leather working, laundry, mechanics, hygiene/grooming, stationary (letter/card
writing).
Question three asked that participants “describe the resources you would need to have
available to support your needs in the construction of occupation based practice toolkits?” The
most frequent response was the need for cooking supplies: recipes, pans, bowls, utensils;
woodworking supplies: nails, tools, directions; and fabric/sewing materials. Participants also
expressed that other supplies were needed to support occupation based practice toolkits such as
gardening: hand cultivator, seeds, watering can; leather tools; laundry supplies; mechanics (small
appliance, motor cars); funding for supplies; grooming supplies; private space and a table.
During the discussion response portion of this module participants stated that overall
toolkits would help to address patient goals (fine motor coordination, balance, etc.) and would
address function. Respondents also stated that toolkits would allow patients the opportunity to
complete a full task, rather than portions, should be more male oriented and may limit repeat
patients (ADL toolkits may limit falls at home).
Module 4
The last educational module, module four highlighted the need for cultural awareness
during treatment. The first discussion prompt question posed in this module asked, “How do you
take into consideration the cultural differences in planning unique interventions for clients?
Describe a short scenario demonstrating the application of occupation based practice for a
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person-centered perspective?” Five participants completed this module. In regards to making
interventions more culturally relevant the majority of participants reported that an awareness of
our patients was essential, while understanding and taking into consideration the patients level of
education was also considered relevant. Other suggestions included a change in mindset of
therapists, making facilities more home like for residents, considering the way they lived their
life prior (daily activities they engaged in prior to coming to the SNF/LTC), just getting to know
our patients, being able to ‘speak their language.’ Participants also reported that occupational
therapy practitioners must be emphatic/sympathetic towards our patients, understand the
patient’s life story (beliefs, norms and roles), and the use of the Canadian Occupational
Performance Measure (COPM) to gather a clear picture of the person.
Participants provided the following short scenarios demonstrating the application of
occupation based practice for a person-centered perspective:
Example 1: Using occupation based practice to apply a person-centered perspective
includes a lady whom had never worn pants but only skirts. It would have not been
helpful to insist she learn to don/doff pants since she will never wear them. Instead she
should be working on donning/doffing skirts during treatment.
Example 2: A Latino lady was being treated and she put up quite a fight for the first
week because nobody could communicate and have an ongoing conversation with her.
After giving thoughtful consideration, a floating aide came in for some time during her
stay so she could explain what was going on and why these people were coming into her
room, helping her get dressed, and asking her how to participate in exercises. Once this
aide was able to communicate with her, she lightened up and was cooperative in therapy.
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Example 3: Assuming someone from Eastern Kentucky with only a sixth grade
education is not “smart” when in fact they have a lot of skills/trade to offer.
Example 4: Patients have refused to adapt or use adaptive equipment or accept education
due to generational cultural differences, “respect your elders.” They are often not willing
to change their way of doing something.
Example 5: A female patient that I treated was on the Rehab to Home unit and lived
alone. She did not however do a lot of cooking or other home management tasks that you
would normally see with someone who was previously a homemaker. As she aged, her
culture changed and role of ‘cook’ was no longer of value to her. When asked about
cooking she was turned off by the idea. I later found out she loved to paint and crochet,
she was willing to engage in these activities and promoted engagement in meaningful
activities.
During the discussion response phase of this module participants (n=5) reflected that, the
importance of being able to communicate/reducing language barriers was vital to the success of
all treatment, occupation based practice included. Other responses included: the use of the Saint
Louis University Mental Status Exam (SLUMS) assessment to better understand a patient’s
culture, gender preferences for engagement in ADL’s (elderly gentlemen may not feel
comfortable having a young female assist with dressing/bathing) and education of cultural
awareness must go beyond therapy in order to be successful. Participants also reported that we
must document culture, and that setting goals in a ‘generic’ format decreases cultural awareness.
Post Survey
Analysis of the six open-ended questions (Appendix D), answered by participants (n=5)
occurred using a constant comparative method. Observations were sorted according to content
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and themes were established using a constant comparative method. Analysis of the six openended questions identified types of gains from participation in this program development model.
Participated reported an increased awareness regarding the need for professional advocacy, and
for the use of evidence based research and the need for planning/preparing to implement
occupation based practice. Participants also reported a change in attitude toward the
implementation of occupation based practice in SNFs and stated they felt more confident in their
ability to advocate for our profession.
Participants also reported that the use of occupation based practice toolkits will increase
their ability to implement occupation based practice. Participants reported that felt as if they had
more ideas and strategies to implement occupation based practice, and have increased their
ability to adapt and find ways to implement occupation based practice regardless of the barriers.
As a result of this program participants expressed the need for professional advocacy and the
importance of communicating with other occupational therapy practitioners. Unfortunately,
participants reported that they would not be increasing the frequency/amount of occupation
based practice interventions.
Discussion
The aim of this project was to determine the perceptions, barriers and challenges of
occupational therapy practitioners regarding the use of occupation based practice in SNFs. As an
occupational therapist, my perceptions regarding the decreased use of occupation based practice
in SNF was directly related to the high productivity requirements I am faced with on a daily
basis. However, key findings among participants did not support my initial assumption
regarding productivity standards, which was based on the literature along with personal
experiences. Current literature offers multiple perspectives on barriers and challenges regarding
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the incorporation of occupation based practice interventions during treatment. For instance,
(Price & Miner, 2015) offer multiple perspectives on what occupation based practice is, and also
allude to what other forms of interventions therapist select during treatment.
Literature also seeks to explains why occupational therapy practitioners do not engage in
occupation based practice interventions. Barriers and challenges found in current literature
suggests that practitioners view occupation based practice negatively and that occupation based
practice is to complex and requires too much effort (Upton et. al., 2014). Other barriers discussed
in current literature are issues such as lack of time, resources and training (Lin et. al, 2014).
Despite current evidence-based literature, the participants in this study reported that they are in
fact implementing occupation based practice interventions into treatment and doing so
frequently. Thus, perhaps the perceptions are changing with recent graduates infiltrating the
workplace.
Based on key findings in this study, lack of education regarding the role of occupational
therapy among nursing, certified nursing assistants and administration was the greatest barrier to
implementing occupation based practice. It was also determined that environmental constraints
such as lack of space and supplies were a barrier to providing occupation based practice in SNFs.
The barriers discussed in this study are also supported in the literature. Lin et. al (2010) found
that many clinical barriers in regards to occupation based practice include lack of time and
resources.
Throughout this project, other barriers and challenges were discussed, such as, funding
for supplies, the amount of time it takes to set up occupation based practice interventions and
ongoing support from administrators and managers as well as productivity standards. It was
evident during the online journal clubs that barriers and challenges to occupation based practice
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consisted of other areas beyond productivity standards, which offers new insight from current
perception. Funding for supplies, time to set up occupation based practice interventions tailored
to client needs were also of concern. Ongoing administrative support was a perceived need to
counter balance the tension produced by daily productivity standards.
It was also found, during this study, that participants only referenced basic ADL when
initially discussing barriers to occupation based practice. However, during the response portion
of the discussion questions, participants began to briefly mention Instrumental Activities of
Daily Living (IADL), but did not discuss barriers associated with IADL’s and other forms of
occupation based practice activities. Thus, this raises the question, are we as a profession
providing best practice? Studies suggest occupational therapy practitioners can play a key role in
the diagnosis and treatment of IADL deficits in people with mild cognitive impairments (Ciro et.
al, 2015) and assist in IADL engagement. Occupational therapy practitioners must address this
area for best practice.
With the lack of acknowledgement regarding the importance of IADL occupation based
practice treatment interventions, it was surprising that participants referenced mainly IADL
interventions for toolkit ideas. All with the exception of one toolkit idea was an IADL style
treatment. Many participants also alluded to the importance of creating ‘male oriented’ toolkits
to increase participation among males. Participants also made mention that having toolkits
available would help reduce barriers such as space, time for set-up/clean-up, and funding.
Occupational therapy practitioners in this project were not overwhelming members of
their state or national associations. As policies changes, and challenges are mounted, the
practitioners may not be aware of changes to the profession without membership affiliations. As
a profession, if we strive to meet our professional centennial vision we must maintain a sense of
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knowledge regarding all policy changes, challenges facing our profession and be willing to
advocate for our profession. Also, membership to our state and national association grants
members access to current evidence based research, necessary to achieve best practice and
uphold our professional centennial vision. According to Hubbard (2005), members need to
understand what their professional organization is doing for them and the purpose of the
organization. The benefits of membership must exceed the financial costs. In this study most
people were recent graduates under 6 years of practice. If they are relying on the pre service
education, it will become dated quickly and thus practitioners may fall behind as others have.
Educational programs are based on current knowledge and skills, thus, membership is an
important factor in having access to current literature.
Lastly, as a result of this online educational program model, participants reported they
felt more confident in their ability to advocate for the profession and for the use of occupation
based practice. Participants also reported they had received new strategies and techniques to
increase their ability to implement occupation based practice. Most participants also reported
they were going to start using more occupation based practice interventions during treatment
sessions.
Implications for Future Practice
The results of this project offers new insight and implications for future practice in
regards to occupation based practice, and challenge the perception that productivity is the
greatest barrier to occupation based practice. Based on the results of this project, it is apparent
that more interdisciplinary training regarding the role of occupational therapy is essential to
minimize the reported lack of knowledge among other professionals. This need should occur at a
pre-service level in educational training within university settings. Online learning opportunities,
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such as this program development model are excellent tools, that can be inexpensive and can
eliminate the need for time off from work, while allowing professionals to further their clinical
expertise/skills while promoting professional development across disciplines. Online learning
tools can be designed to increase the knowledge of all disciplines regarding the role of
occupational therapy and OBP. The asynchronous nature of this program model offers an
alternative for learning about a topic and engaging in discussions with peers. This model may
have implications for state associations, looking to expand continuing education offerings for
ongoing professional development.
In addition to the need for interdisciplinary education, advocacy for our profession is
essential. It was noted during this study that other professionals did not understand the role and
unique skill set of occupational therapy practitioners. Without the ability to advocate for our
profession, we can expect that other professionals will understand and support the role of
occupational therapy practitioners. According to the Accreditation Council For Occupational
Therapy Education (ACOTE) doctoral standards, standard B. 6.4 states that therapists must
“advocate for changes in service delivery policies, effect change in the system, and identify
opportunities to address societal needs” (www.aota.org). Further reiterating the need for
professional advocacy at local, state and national levels as well as the push toward doctoral level
education for occupational therapy practitioners.
Lastly, the findings of this project continue to support doctoral level education for
occupational therapy practitioners. According to the Accreditation Council For Occupational
Therapy Education (ACOTE) doctoral standards (www.aota.org) standard B. 5.21 states
therapists will be able to,
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“effectively communication, coordinate and work interprofessionally with those who
provide services to individuals, organization, and/or populations in order to clarify each
member’s responsibility in executing components of an intervention plan. “
As a profession, we must be able to effectively communicate our unique skill sets and the
distinct value of our services interprofessionally. We must also be able to identify ways in which
our profession can adapt to meet the needs of our ever changing society, ACOTE standard B.
7.11 states that we must
“Identify and develop strategies to enable occupational therapy to respond to society’s changing
needs, (www.aota.org).” Further, ACOTE standard B. 7.12 states that occupational therapy
practitioners’ must
“Identify and implement strategies to promote staff development that are based on
evaluation of the personal and professional abilities and competencies of supervised staff
as they relate to job responsibilities (www.aota.org). “
Thus, if occupational therapists are to participate in staff development, they must consider
membership in professional associations as an expectation for access to current policies.
Occupational therapists should consider leadership opportunities, as a part of their daily roles in
their work settings. With this change in attitude, perhaps changes will be observed in the use of
meaningful occupations in a variety of settings.
Limitations
In the development of this educational program model there were several limitations.
Generalizability of the data is cautioned because of the limited sample size. There was more
interest in the project initially, however, given the time constraints of the capstone project,
flexibility was not a reality. Thus, several interested people did not participate. Lastly,

RUNNING HEAD: An Occupation Based Practice Educational Program Model

41

advertisement for this program model was restricted to the KOTA conference and social media,
therefore, the use of a convenience sample limited practitioner participation.
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Appendix C: Pre-Survey
Pre-Survey Questions:
1. How often are you reading OBP literature?
(open response)
2. How frequently do you implement OBP into treatment?
a. 1-2 times per week
b. 3-4 times per week
c. 5-6 times per week
d. always
e. never
3. Have you stopped using OBP? If so, please explain or list reason(s) as to why?

(Open response)
4. How many clients do you see daily?
a. 4-5
b. 6-7
c. 7-8
d. 8-9
e. 10+
5. What are the three most common diagnoses you treat?
(open response)
6. How many years of experience do you have?

(open response)
7. Are you a member of AOTA?

Yes/No. If no, please explain why
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Appendix D: Post Survey
Post Survey Questions:
1. After participating in this occupation-based series do you feel more confident in your ability to
implement OBP? Please explain.
2. What have you learned about yourself, as a clinician, as a result of participating in this program?
3. Are you planning, developing and implementing more occupation-based interventions? If not,
why?
4. Do you feel more confident in your ability to advocate for out profession and the need for
occupation-based practice?
5. How did this program enhance your point of view about OBP?
6. How have your assumptions changed about OBP in SNF’s?

RUNNING HEAD: An Occupation Based Practice Educational Program Model

57

References
Arbesman, M., & Lieberman, D. (2012). Methodology for the systematic reviews of
occupation-and Activity-based intervention related to productive aging. American
Journal of Occupational Therapy, 66, 271-276.
Arbesman, M., Lieberman, D., & Metzler, C.A. (2014). Using evidence to promote the distinct
value of occupational therapy. American Journal of Occupational Therapy, 68, 381-385.
American Occupational Therapy Association. (2011). Accreditation council for occupational
therapy educational (ACOTE) standards and interpretive guide. American Journal of
Occupational Therapy, 1-45.
American Occupational Therapy Association (2008). Occupational therapy practice framework:
Domain and process (2nd ed.). American Journal of Occupational Therapy, 62(6), 625683.
American Occupational Therapy Association. (2015). Occupational therapy code of ethics.
American Journal of Occupational Therapy, 69 (Supplement 3), 6913410003p16913410003p3. doi: 10.5014/ajot.2015.696Sfm
American Occupational Therapy Association. (2014). Occupational therapy practice framework:
Domain and process (3rd ed.). American Journal of Occupational Therapy, 68(Suppl.1),
S1–S48. http://dx.doi.org/10.5014/ajot.2014.682006
Bailey, D.M., Bornstein, J., & Ryan, S. (2007). A case report of evidence-based practice: From
academia to clinic. American Journal of Occupational Therapy, 61(1), 85-91.
Bethea, D.P., Castillo, D.C., & Harvison, N. (2014). Use of simulation in occupational therapy
education: Way of the future. American Journal of Occupational Therapy, 68, 32-39.
Burke-Posatery, J., & Gitlin, L.N. (2012). How do we change practice when we have the

RUNNING HEAD: An Occupation Based Practice Educational Program Model

58

evidence? American Journal of Occupational Therapy, 66, 85-88.
Castaldy-Fleming, R.P., & Gillen, G. (2013). Ensuring that education, certification, and
practice are evidence based. American Journal of Occupational Therapy, 67, 364-369.
Ciro, C.A., Anderson, P. M., Hershey, L.A., Prodan, C.I., & Holm, M.B. (2015). Instrumental
activities of daily living performance and role satisfaction in people with and without
mild cognitive impairment: A pilot project. American Journal of Occupational Therapy,
69, 1-10.
Cohen, E.S., Coster, W.J., & Kramer, J.M. (2014). Facilitated learning model to teach habits of
evidence-based reasoning across an integrated master of science in occupational therapy
curriculum. American Journal of Occupational Therapy, 68, 73-581.
Creswell, J.W. (2014). Quantitative methods. In J.W. Creswell, Research design: Qualitative,
quantitative, and mixed methods approaches (p. 155-181). Thousand Oaks: Sage.
Creswell, J.W. (2014). The selection of a research approach. In J.W. Creswell, Research design:
Qualitative, quantitative, and mixed methods approaches. (pp 3-21). Thousand Oaks:
Sage.
Custer, M.G., Huebner, R. A., & Howell, D.M. (2015). Factors predicting client satisfaction in
occupational therapy and rehabilitation. American Journal of Occupational Therapy, 69,
1-10.
D’Amico, M. (2014). Update of productive aging research in the American Journal of
Occupational Therapy, 2013, and overview of research published 2009-2013. American
Journal of Occupational Therapy, 68, 247-260.
Dirette, D., Rozich, A., & Viau, S. (2009). Is there enough evidence for evidence-based practice
in occupational therapy. American Journal of Occupational Therapy, 63(6), 782-786.

RUNNING HEAD: An Occupation Based Practice Educational Program Model

59

Dysart, A.M., & Tomlin, G.S. (2002). Factors related to evidence-based practice among U.S.
occupational therapy clinicians. American Journal of Occupational Therapy, 56, 275284.
Finlayson, M. (2006). Assessing need for services. In G. Kielhofner (Ed), Research in
occupational therapy: Methods of inquiry for enhancing practice. (pp. 591-606).
Philadelphia: F.A. Davis
Forsyth, K., & Kvis, F.J. (2006). Survey research design. In G. Kielhofner (Ed), Research in
occupational therapy: Methods of inquiry for enhancing practice (p. 91-109).
Philadelphia: F. A. Davis
Hersch, G., Hutchinson, S., Davidson, H., Wilson, C., Maharaj, T., & Watson, K.B. (2012).
Effects of an occupation-based cultural heritage intervention in long-term geriatric care:
A two-group control study. American Journal of Occupational Therapy, 66, 224-232.
Hewitt-Taylor, J. (2001). Use of constant comparative analysis in qualitative research. Nursing
Standard, 15(42), 39-42.
Hildebrand, K., Lewis, L.J., Pizur-Barnekow,K., Schefkind, S., Stankey, R., Stoffel, A. &
Wilson, L.S. (2013). Frequently asked questions: How can occupational therapy strive
towards culturally sensitive practices? American Occupational Therapy Association, 1-4.
Hubbard, S.L. (2005). Professional organizations: Who should join? American Journal of
Occupational Therapy, 59, 113-116
Jackson, J., Carlson, M., Mandel, D., Zemke, R., and Clark, F. (1998). Occupation in lifestyle
redesign: The well elderly study occupational therapy program. American Journal of
Occupational Therapy, 52, 326-336.
Kielhofner, G. (2006). Participatory research in occupational therapy. In G. Kielhofner (Ed.),

RUNNING HEAD: An Occupation Based Practice Educational Program Model

60

Research in occupational Therapy: Methods of inquiry for enhancing practice (pp. 607619). Philadelphia: F. A. Davis.
Kolb, S.M. (2012). Grounded theory and the constant comparative method: Valid research
strategies for educators. Journal of Emerging Trends in Educational Research and Policy
Studies, 3(1), 83-86.
Law, M., Cooper, B., Strong, S., Stewart, D., Rigby, P. and Letts, L. (1996). The personenvironment-occupation model: A transactive approach to occupational performance.
Canadian Journal of Occupational Therapy, 63(1), p. 9-23.
Lin, S.H., Murphy, S.L., & Robinson, J.C. (2010). Facilitating evidence-based practice: Process,
strategies, and resources. American Journal of Occupational Therapy, 64(1), 164-171.
Lopez, A., Vanner, E. A., Cowan, A. M., Samuel, A. P., & Shepherd, D. L. (2008). Intervention
planning facts—Four facets of occupational therapy intervention planning: Economics,
ethics, professional judgment, and evidence-based practice. American Journal of
Occupational Therapy, 62, 87–96.
Lysack, C., Luborsky, M.R., & Dillaway, H. (2006). Gathering qualitative data. In G. Kielhofner
(Ed.). Research in occupational therapy: Methods of inquiry for enhancing practice. (p.
341-357). Philadelphia: F.A. Davis
McAlister, R.B. (2014). Use of instructor-produced youtube videos to supplement manual skills
training in occupational therapy education. American Journal of Occupational Therapy,
68, 67-72.
Mroz, T.M., Pitonyak, J.S., Fogelberg, D., & Leland, N.E. (2015) Client centeredness and health
reform: Key issues for occupational therapy. American Journal of Occupational Therapy,
69(5),1-8.

RUNNING HEAD: An Occupation Based Practice Educational Program Model

61

Mu, K., Lohman, H., Scheirton, L.S., Cochran, T.M., Coppard, B.M. & Kokesh, S.R.(2011).
Improving client safety: strategies to prevent and reduce practice errors in occupational
therapy. American Journal of Occupational Therapy, 65, 69-76.
Murphy, S.L. (2011). Update of geriatric research in productive aging. American Journal of
Occupational Therapy, 65, 197-206.
Nelson, D. (2006). Group comparison studies: Quantitative research designs. In G. Kielhofner
(Ed.), Research in occupational therapy: Methods of inquiries for enhancing practice (p.
478-485). Philadelphia: F.A. Davis.
Orellano, E., Colon, W.I., and Arbesman, M. (2012). Effect of occupation-and activity-based
interventions of instrumental activities of daily living performance among communitydwelling older adults: A systematic review. American Journal of Occupational Therapy,
66, 292-300.
Price, P., and Miner, S. (2007). Occupation emerges in the process of therapy. American
Journal of Occupational Therapy, 61, 441-450.
Rodgers, S. (2007). Occupation-based intervention in medical-based settings. OT Practice,
12(15), 10-16.
Swan, K. (2004). Relationships between interactions and learning in online environments. The
Slone Consortium, 1-3.
Tomita, M. R. (2006). Concepts of inferential statistics: From sample to population. In G.
Kielhofner (Ed.), Research in Occupational Therapy: Methods of Inquiry for Enhancing
Practice (pp. 155-176). Philadelphia: F. A. Davis.
Upton, D., Stephens, D., Williams, B., & Scurlock-Evan, L. (2014). Occupational therapists’

RUNNING HEAD: An Occupation Based Practice Educational Program Model

62

attitudes knowledge and implementation of evidence-based practice: a systematic review
of published research. British Journal of Occupational Therapy, 77(1), 24-38.
Wilson, K. (2009). Special interest section quarterly: Gerontology. American Occupational
Therapy Association, 32, 1-4.

